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Promoting Positive Adaptation in
Adult Survivors of Natural Disasters
Judith R. Warchal and Louise B. Graham
This article integrates the guidelines of American Red Cross and the Psychological First Aid: Field Operations Guide (Brymer et al., 2006) with adult
development theories to demonstrate the promotion of adaptive functioning
in adults after a disaster. Case examples and recommendations for counselors
working in disaster situations are included.
Disasters, natural and human-made, strike with and without warning. Lifetime
prevalence for a significant traumatic life event involving posttraumatic stress
disorder (PTSD) is estimated at 60.7% for men and 51.2% for women (Kessler,
Sonnega, Bromet, Hughes, & Nelson, 1995). Lifetime prevalence for exposure
to a natural disaster is approximately 20% (Briere & Elliott, 2000; Kessler et
al., 1995). Norris, Friedman, Watson, Byrne, et al. (2002) in a study of 60,000
disaster survivors found that between 18% and 21% of the participants indicated
severe to very severe impairment. Survivors’ rates of PTSD in technological
and human-made disasters range from 29% to 54% (McMillen, North, &
Smith, 2000), whereas survivors’ rates of PTSD in natural disasters are lower,
between 4% and 8% (Norris, Friedman, Watson, Byrne, et al., 2002). Study
results also indicate that impairment from experiencing a disaster can endure
for years (Briere & Elliott, 2000; Grace, Green, Lindy, & Leonard, 1993).
Some researchers have called into question the low rates of PTSD because of
the stringent criteria for PTSD and given the higher rates of other psychiatric
disorders among those with PTSD (Yehuda & McFarlane, 1995). McMillen et
al. (2000) proposed that the low rates of PTSD may reflect the stringency of
PTSD symptom Criterion C, avoidance and numbing. In a study of Hurricane
Hugo survivors 1 to 2 months postdisaster (Norris, Friedman, Watson, Byrne,
et al., 2002), 83% met Criterion B (reexperiencing) and 42% met Criterion
D (arousal), but only 6% met Criterion C. This criterion is more difficult to
meet given that one must exhibit three symptoms in this category; however,
the outpouring of community support that often occurs after a disaster may
minimize social withdrawal and numbing symptoms (McMillen et al., 2000).
McMillen et al. (2000) tested this hypothesis with 130 Northridge, California,
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earthquake survivors. Of the primarily female sample, 13% met the full criteria
for PTSD, whereas 48% met both the reexperiencing and the arousal symptoms
Criteria B and D, respectively.
As noted earlier, much attention has focused on the psychological effects
experienced by survivors in the aftermath of a disaster. Psychologists, licensed
professional counselors, social workers, and marriage and family counselors
assist survivors of disasters by serving on state and local disaster teams associated with the Disaster Response Network of the American Psychological Association (APA) or by volunteering with the American Counseling Association
or the American Red Cross as a disaster mental health volunteer (DMHV).
In this article, we integrate adult development theories, the guidelines of the
American Red Cross (2005) disaster mental health training workbook, and the
principles in the Psychological First Aid: Field Operations Guide (PFA; Brymer
et al., 2006) developed by the National Child Traumatic Stress Network in the
presentation of case examples of adult disaster survivors who received services
from American Red Cross DMHVs.

PROBLEMATIC RESPONSES
Research on the mental health and psychosocial supports that are most effective
during and immediately following a disaster is scarce (Inter-Agency Standing
Committee [IASC], 2007). Most empirical studies are conducted in the months
and years after a disaster. It is well known that specific subgroups of the population
are considered to be at increased risk during a natural disaster. Women, children,
older adults, individuals who are poor, and young men who become targets of
violence are among the most vulnerable (Cronkite & Moos, 1984; Kessler et al.,
1995; Thoitis, 1982). The existing literature is replete with resources to assist
professionals and nonprofessionals in helping children (Johnston & Redlener,
2006; Saylor, Cowart, Lipovsky, & Jackson, 2003; Substance Abuse and Mental
Health Services Administration, 2002), parents (APA, n.d.; La Greca, Silverman,
Vernberg, & Roberts, 2002), older adults (Davidson, 2001; Port, Engdahl, & Frazier, 2001), and vulnerable populations (Jones, 2005; Person & Fuller, 2007) cope
with disaster. The assumption is that most adults who are the primary caretakers
of children, older people, and individuals who are medically ill will experience
mild transient complaints that resolve with the return to safe, predictable routines
(Cook & Bickman, 1990). In reality, the stress of a disaster affects the caretaker
adult, especially middle-aged women, as much as anyone else, but the physical
and emotional needs of adults are often overlooked in the process of recovery,
with potentially harmful long-term effects (Norris, Friedman, & Watson, 2002).
Similarly, the older adult, who is recognized as having strengths, resiliency,
and coping mechanisms built through years of life experiences, is the subject of
much attention in the literature, primarily because of the increased vulnerability
to the physical challenges in the aftermath of a disaster (Brown, 2007–2008;
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Burnett, Dyer, & Pickins, 2007–2008). PTSD is frequently unidentified or
misdiagnosed in studies on the mental health needs of older adults (Davidson,
2001; Port et al., 2001).
It is understandable that the more vulnerable populations receive the
most attention. Individuals with preexisting mental health issues are likely
to have strong reactions to the life changes imposed on them by a disaster
(Person & Fuller, 2007). Women report higher levels of exposure, use avoidance coping styles, and avail themselves of fewer disaster services (Ticehurst,
Webster, Carr, & Lewin, 1996). One study found that the interaction of
the husbands’ and wives’ assumptions alone predicted the wives’ PTSD
symptoms following a flood of the Mississippi River in eight states in 1994
(Monson, Gradus, La Bash, Griffin, & Resick, 2009). Husbands’ negative
views of benevolent world assumptions adversely influenced their wives’
PTSD symptoms. There are also numerous studies indicating that older
adults are resilient. Some of these studies suggest that, when compared with
other age groups, older people are more resilient and less susceptible to
the psychological and physical health effects of disasters (Bolin & Klenow,
1982; Huerta & Horton, 1978).

ADULTS
Exposure
Phifer (1990) divided adult survivors of a Kentucky flood into different age
groupings and found that flood exposure was related to increases in depressive,
anxiety, and somatic symptoms 18 months postflood. Men of lower occupational
status and individuals between the ages of 55 and 64 years were at significantly
greater risk for increases in psychological symptoms.
Phifer (1990) suggested that there are several factors that may account for the
relative resiliency of older old adults, age 75 and older. He believed that they
have two advantages that aid in adaptation to disasters: a higher incidence of
past resolved stressful experiences and a lower incidence of current unresolved
stressful experiences. Phifer’s conclusions are consistent with Meichenbaum’s
(1996) stress inoculation theory.
In their longitudinal study, Knight and Gatz (2000) found that older
earthquake survivors in California fared better than did younger adult survivors. They concluded that the individual’s degree of prior disaster experience
was a better predictor of postearthquake psychological functioning than was
chronological age. Predisaster level of depression, not age, almost entirely
predicted the level of depressive symptoms. The authors also found that
older individuals took fewer preparatory steps for a disaster than did their
younger family members and suggested that this lack of preparation might
reflect a fatalistic perspective. This would suggest an area of intervention for
working with elders.
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Disaster characteristics were a better predictor of symptomatology than was
disaster type in adults (Briere & Elliott, 2000). More than half of those exposed
to disaster reported fearing for their lives (64%) or having lost possessions
(57%). Type of natural disaster did not determine symptomatology, whereas
specific disaster characteristics did. Briere and Elliott (2000) found that fear of
death, physical injury, and property loss correlated with elevated scores on the
Traumatic Events Survey (Elliot, 1992). These findings could help clinicians’
efforts toward helping individuals in the midst of a disaster who experience
any of these disaster characteristics.
In an examination of two disasters, an airplane crash and a freight train crash,
participants were divided by differing age groups and by exposure level (Chung,
Werrett, Easthope, & Farmer, 2004). The individuals with the greatest level of
exposure experienced the most symptoms, regardless of age. These findings support a dose–response relationship in which the type of event and level of exposure
cut across all ages, with the more intense exposure to a disaster resulting in greater
symptoms (Freedy, Saladin, Kilpatrick, Resnick, & Saunders, 1994; Ursano &
Fullerton, 2003).
Cohan and Cole (2002) investigated the effects of Hurricane Hugo on marriage,
birth, and divorce rates prospectively from 1975 to 1997. According to stress theory
(Cohan, Pasch, & Bradbury, 1998), there would be a decline in marriage and birth
rates and an increase in divorce rates as a result of the hurricane. In contrast, attachment theory (Bowlby, 1969; Hill & Hansen, 1962) suggests that marriage and birth
rates would increase, whereas divorce rates would decrease. Cohan and Cole’s results
for the year following Hugo indicated that marriage, birth, and divorce rates all
increased in the affected areas compared with nonaffected areas of South Carolina.
The results are consistent with attachment theory. It may be that life-threatening
and uncontrollable events challenge the assumption that the world is a benevolent
and ordered place (Janoff-Bulman, 1992). This may motivate people to reevaluate
what is important in their lives. The increases in marriage and birth rates may point
toward a more positive psychology of adaptation.
Marriages that are most likely to dissolve in the face of disaster may be those
of middle-aged couples. Middle-aged couples reported more emotional distress
and stressors following Hurricane Hugo than did younger or older couples
(Thompson, Norris, & Hanacek, 1993). Thompson et al. (1993) suggested
that greater role strain from more family and financial responsibilities in middle
age may explain the increased vulnerability.
Maladaptation
The most frequent topics of disaster research are the emotional responses (both
short-term and long-term) and pathology of individuals of all ages as a result of
the disaster experience (Becker, 2006; Benight & Harper, 2002; van Griensven
et al., 2006; Vernberg et al., 2008). Given the psychological and economic costs
associated with severe pathology, this is understandable.
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Conservation of Resources (COR)
According to the COR theory, individuals possess both internal and external
resources. Examples of external resources are the following: energy resources
(money, time, skills), social relationships, and possessions. Examples of internal
resources are personal characteristics such as self-efficacy and control (Hobfoll,
1989). According to Hobfoll’s (1989) COR theory, the loss of resources reduces
options and results in psychological distress. Freedy et al. (1994) tested the COR
theory’s application to a natural disaster (Hurricane Hugo). Resource loss was
positively associated with psychological distress and outweighed demographic or
coping variables. Freedy et al. conducted a second test of the COR theory and
natural disasters and found that psychological distress occurred with resource
loss; that resource loss was an important predictor of psychological distress,
when other predictors were statistically controlled; and that higher levels of
resource loss were associated with mild to moderate elevations in psychological
distress. The authors also noted that these findings support the dose–response
relationship between low-magnitude life events, resource loss, and psychological distress (Freedy et al., 1994). People experiencing more low-magnitude life
events and more disaster-related resource loss were most prone to report current psychological distress. Higher levels of loss were associated with mild to
moderate elevations in psychological distress.
Smith and Freedy (2000) continued the prior work on the COR theory by
examining psychosocial resource loss after flooding in the Midwest. They found
that psychosocial resource loss mediated the effects of flood exposure regarding
psychological distress and physical symptoms at 6 months postflood. Examples
of psychosocial losses cited were the following: loss of routine, sense of control,
sense of optimism, goals, and time with loved ones. The suggestions emanating
from the investigation of the COR theory are that prevention is key. Freedy
et al. (1994) suggested two courses of action. One is to minimize the loss of
resources via building codes, insurance, and public education regarding preparedness. Public education for preparedness is a major aspect of the American Red
Cross. The second area is providing access to needed resources, such as shelter,
food, water, medical care, and money. American Red Cross DMHVs are in a
position to help survivors problem solve to acquire the needed resources and
provide contact information for these resources.

RESILIENCY
Trained disaster mental health workers recognize that not everyone who experiences a disaster will develop a psychiatric illness or have long-term difficulties
(Bonanno, Galea, Bucciarelli, & Vlahov, 2006; McMillen et al., 2000; Norris,
Friedman, & Watson, 2002). Most adults are quite resilient and rely on existing coping mechanisms to endure difficult situations (North, Hong, Suris, &
Spitznagel, 2008). However, it is equally important to understand the mecha38
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nisms that can promote adaptive functioning after a disaster and alleviate, if
not prevent, severe pathology from developing. Despite the focus of research on
pathology after disasters, adaptive functioning and effective coping are much
more common reactions, partly because of coping skills developed throughout
childhood and adulthood. Although resiliency in children after traumatic events
has received some attention (Garmezy, 1991; Masten, 2001), few studies on
resiliency in adulthood exist.
Attention is now slowing focusing on the concept of resiliency (Nemeroff,
Bremner, Foa, Mayberg, & Stein, 2006). A “paradigm shift” (Richardson,
2002, p. 309) toward favorable outcomes and protective factors is occurring.
Bonanno et al. (2006), in a study of New York area residents 6 months after
the September 11, 2001, terrorist attack, found that although PTSD symptoms
were greater in highly exposed individuals, resiliency was observed in 65.1%
of the sample. The question of what predicts psychological resiliency after a
disaster and how mental health professionals can best facilitate effective coping
while serving the mental health needs of adults remains unanswered. Bonanno
(2004) defined adult resilience as
the ability of adults in otherwise normal circumstances who are
exposed to an isolated and potentially highly disruptive event such
as the death of a close relative or a violent or life-threatening situation to maintain relatively stable, healthy levels of psychological
and physical functioning . . . as well as the capacity for generative
experiences and positive emotions. (pp. 20–21)
Other researchers have identified factors such as a sense of cultural/racial identity
(Tummala-Narra, 2007) and family support (Spaccarelli & Kim, 1995) as protective factors. Recognizing that most adults will not develop severe emotional
reactions after a disaster, both the American Red Cross and the National Child
Traumatic Stress Network developed guidelines to assist mental health professionals in facilitating effective coping in disaster survivors. These guidelines
form the foundation for the work of American Red Cross DMHVs.
In a disaster context, “psychological resilience may present as distress (bending) without succumbing to psychiatric illness (breaking)” (North et al., 2008,
p. 36). Characteristics of resiliency, such as self-esteem, self-efficacy, internal
locus of control, resourcefulness, problem-solving and adaptive coping skills, and
perception of difficult situations, have been cited in the literature as challenges
or opportunities for growth rather than as threats (Agaibi & Wilson, 2005;
Chung, Easthope, Chung, & Clark-Carter, 1999; Richardson, 2002; Waysman,
Schwarzwald, & Solomon, 2001). A study of the Oakland/Berkeley, California,
firestorm supported the concept of resiliency in adult survivors most of whom
were married and female (North et al., 2008). The data collection occurred
at 4, 16, and 39 months postfire. Of the sample, only 5% met the criteria for
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PTSD and only 16% met the criteria for any other mental health diagnosis.
However, survivors did report PTSD symptoms, functional impairment, and
emotional distress, all of which decreased over time. The authors concluded
that the survivors had generally healthy personalities reflecting psychological
resiliency.

MENTAL HEALTH TRAINING
American Red Cross
The American Red Cross (2005) disaster mental health training workbook
stresses the importance of helping adults access their existing coping strategies.
Through a daylong training program, the American Red Cross emphasizes
seven areas of basic intervention tasks for adults: psychological triage, advocacy,
casualty support, crisis intervention, education, emotional care and support,
and problem solving. Psychological triage requires DMHVs to rapidly identify individuals in need of more intensive mental health services and provide
appropriate referrals for their care. Advocacy is defined as helping individuals
access needed services and working through the maze of applying for relief
programs and services. Casualty support involves providing emotional support
for disaster survivors who have lost a loved one or who have a severe physical
injury because of the crisis. Crisis intervention includes providing information,
education, and emotional support for adults in immediate emotional crisis.
Educational services provide clients with information about disaster recovery
and effective coping. Emotional care and support helps clients manage their
emotional reactions to a crisis through problem solving, conflict resolution,
crisis intervention, and appropriate referrals. The last task, problem solving,
helps clients to develop adaptive responses and/or appropriate plans of action
related to difficulties that may arise in a disaster setting.
Psychological First Aid
The National Child Traumatic Stress Network, in collaboration with the National Center for Posttraumatic Stress Disorder, developed the PFA (Brymer et
al., 2006). This is an evidenced-informed modular approach for helping disaster
survivors reduce the initial distress caused by exposure to the disaster. There are
eight core modules described as core actions, with each core action area containing specific recommendations for working with the survivors. Five principles
endorsed within the eight core areas have received broad empirical support for
facilitating positive adaptation: promote a sense of safety, promote calming,
promote a sense of self- and community efficacy, promote connectedness, and
promote hope (Hobfoll et al., 2007). The eight core actions are contact and
engagement, safety and comfort, stabilization, information gathering, practical
assistance, connection with social supports, information on coping, and linkage
with collaborative services.
40
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THEORY-BASED APPLICATION
It is evident that disaster response initiatives recognize Maslow’s (1954)
hierarchy of needs and prioritize food, shelter, and safety as the most basic
and immediate concerns. The PFA (Brymer et al., 2006) core actions and
American Red Cross intervention tasks also consider Erikson’s (1950) adult
development theory as a framework for examining the stressors of adults
after a disaster. Erikson (1950) advanced a unique view of development that
he called the psychosocial life span theory. Social interactions throughout
the life span are critical, particularly in the development of ego strengths,
identified by Erikson (1950) as hope, will, purpose, competence, fidelity,
love, care, and wisdom. Recent studies have linked the positive emotions
of joy, humor, interest, contentment, and love with effective coping (Fredrickson, 2001; Fredrickson, Tugade, Waugh, & Larkin, 2003). Promoting
ego strength and mitigating crisis reactions in disaster recovery in adulthood
are the goals of the PFA and American Red Cross interventions. Erikson
(1968) believed that identity was a central issue in adult development and
considered an identity crisis as “designating a necessary turning point, a
crucial moment when development must move one way or another, marshaling resources of growth, recovery and further differentiation” (p. 16).
Recognizing that a loss of identity, be it individual, family, community, or
culture, can occur during a natural disaster is vital in the recovery process.
Individual responses to a disaster may be highly dependent on prior development of ego strengths and positive emotions. Research indicates that an
insulating factor after a disaster may be the social aspect of recovery, because
the outpouring of help and aid may increase adaptive coping (Gottlieb, 1996;
Hagan, 2005). The PFA’s five principles, which have empirical support for
facilitating positive adaptation after a disaster, mirror Erikson’s (1950) ego
strengths and Maslow’s hierarchy of needs, specifically by promoting a sense
of safety, calmness, a sense of self- and collective efficacy, connectedness,
and hope (Hobfoll et al., 2007).
As is apparent, there are a number of similarities between the PFA (Brymer
et al., 2006) core actions and the American Red Cross intervention tasks.
Both advocate adaptive functioning after a disaster for adult survivors.
Both are based on Maslow’s (1954) hierarchy of needs and Erikson’s (1950)
psychosocial stages of adulthood. Both provide for education, advocacy,
and referral. Finally, both provide the social support that is critical to
effective coping. The case examples that follow illustrate the integration
of Maslow’s and Erikson’s (1950) theories of adult development with the
guidelines provided in the PFA, the American Red Cross’s disaster mental
health training interventions for adults, and the interventions of American
Red Cross DMHVs to facilitate effective coping and positive adaptation in
young and midlife adults after a disaster.
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CASE EXAMPLES
Physiological Stress Response
When the threat is encountered, the body responds with an outpouring of neurotransmitters and hormones. Typically, the first reaction to danger is to freeze,
to stop all movement (LeDoux, 1996). Then, the sympathetic nervous system
signals the body to initiate a fight-or-flight response by increasing respiration and
heart rate and releasing adrenalin and glucose (Tortora & Grabowski, 2000). Immediately after a disaster, individuals attempt to make sense of what has occurred,
while still feeling vulnerable and fearful. The body often responds by maintaining
a state of high alert, ready to adapt to any imminent threat. This physiological
state can result in sleep difficulties, loss of appetite, hypervigilance, anxiety, irritability, and concentration difficulties. Trauma disrupts the normal functioning
of the stress response and causes memory disturbances such as amnesia or the
intrusive reliving of painful experiences (Stien & Kendall, 2004). People in this
heightened state of arousal find it difficult to make decisions and tackle the maze
of paperwork and agency requirements. This is often the point of entry for the
DMHV to assist adults through the PFA (Brymer et al., 2006) core actions of
contact, engagement, safety, and comfort. Tasks such as distributing food, setting
up cots in the shelter, or handing out water provide the opportunity to connect
with adults in a nonthreatening manner. DMHVs provide disaster survivors
with assistance by offering the basic needs in Maslow’s (1954) hierarchy, such
as water, food, a chair to sit and rest in while they wait in line, or sunscreen as
they stand in the hot sun. DMHVs pack bags of food and water for families to
take with them as they move from agency to agency. Often, the American Red
Cross intervention of education is sufficient. Informing people that the emotional
reactions they are experiencing are normal responses to an abnormal event helps
to normalize the situation and reduce anxiety and fears.
Medical Issues
Most middle-aged adults use medications and often neglect their medications
in the first days after a disaster, placing them at greater risk for medical complications. Common conditions such as high blood pressure and diabetes can
go untreated for days or weeks. In one case, a middle-aged couple waited in
line for 3 hours in a 97°F waiting room with no ventilation to see an American
Red Cross case manager. Both husband and wife were hungry and dehydrated.
The husband had lost his diabetes medication in the fire disaster they had experienced. He did not want to leave to have the prescription filled because he
would lose his place in line. If he waited to go to the pharmacy until after his
meeting with the caseworker, the pharmacy would be closed and he would be
without his diabetes medication for a day. The DMHV found a cooler location
for the couple and brought them food and water. The DMHV intervened and
suggested to the service center manager that the couple needed assistance out
42
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of waiting order for safety reasons. Immediate intervention by the DMHV
with emotional care, support, and problem solving allowed this couple to be
seen quickly and have the much-needed prescription filled that day. Adults
in shelters also often have special medical needs such as having a sleeping cot
located near an outlet for a breathing machine or providing diabetic amputees
in wheelchairs with special accommodations for hygiene needs, sleeping, and
eating. This reflects the COR stress model in that resource loss is associated
with psychological distress (Freedy et al., 1994).
Substance Abuse/Dependency
Disasters often exacerbate existing problems (Crawford, 2006). Adults who rely
on alcohol, illegal drugs, or prescription medications to cope with the stress of
everyday life are more likely to turn to these ineffective coping mechanisms when
stressed by a natural disaster. Because American Red Cross shelters have a zero
tolerance policy regarding substance use, DMHVs can initiate a discussion of
this policy as a segue to education about substance use as an ineffective coping
mechanism. DMHVs can inquire about substance use/abuse and educate the
person about deleterious effects, especially postdisaster, such as exacerbation of
sleep difficulties, fatigue, and irritability. This discussion may lead to teaching the
individual other self-soothing techniques, such as relaxation or deep breathing.
It may also evolve into an opportunity to offer a referral for substance abuse/
dependency treatment. Shelter residents generally adhere to the zero tolerance
policy while in the shelter but often leave the shelter grounds to use substances
in the shelter parking lot. This is not tolerated because it creates unsafe situations for other shelter residents.
Anger
Anger is another normal response in people coping with disasters when their
sympathetic nervous systems are in high gear. The amygdala lies at the center
of the limbic or emotional system in the brain (Carter, 1998). Different parts
of the amygdala trigger various survival responses, including withdrawal, immobility, and aggression (Carter, 1998). Some manifestations of anger after a
disaster can be attributed to the physiological effects of poor diet, fatigue, and
fear. Frustrations and feelings of helplessness are also factors. Privacy in a shelter
is nonexistent. Space is limited. Food is adequate, but special dietary needs are
difficult to manage. With the increased stress after a disaster, individuals who
are not normally irritable and short-tempered often respond with anger, and
people who normally use anger as a coping mechanism will often exhibit an
intensification of their anger response. For example, a man being interviewed by
a caseworker started verbally abusing the caseworker. The verbal abuse seemed
to be escalating to physical violence. The DMHV approached the man and
sat with him as he vented his feelings regarding the caseworker and expressed
his frustration and humiliation with the situation. Using crisis intervention
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techniques, the DMHV normalized this frustrating situation, acknowledged the
man’s feelings of frustration and humiliation, and provided emotional support
and comfort. The man calmed down, felt that his concerns had been heard, and
ultimately apologized for his outburst and thanked the staff. This is an example
of the American Red Cross’s principles of crisis intervention and emotional
care and support. It also reflects the COR stress model in that resource loss is
associated with psychological distress (Freedy et al., 1994). In this example,
the disaster survivor was unable to provide for his family and was distressed.
Family Issues
A family of seven presented a unique challenge to the American Red Cross staff.
The parents faced the challenge of keeping five children, whose ages ranged from
6 months to 16 years, entertained in crowded shelter conditions while dealing
with the knowledge that they had lost their home and all their possessions. The
parents were upset when they saw their children engaging in regressive behaviors,
such as enuresis or thumb sucking. They complained that their children were
irritable and argumentative, and they worried that something was wrong with
them. They blamed themselves and interpreted these behavioral aberrations as
evidence of their poor parenting skills, which is reflective of Maslow’s (1954)
self-esteem concerns. DMHVs were able to use the American Red Cross’s
principles of education, crisis intervention, and emotional care and support to
explain common behavioral and physical responses exhibited by children after
traumatic events. When DMHVs assure parents that their children’s behaviors
are normal responses to abnormal situations, both parents and children can
focus on returning to their normal baseline, which illustrates the PFA (Brymer
et al., 2006) core actions of stabilization and practical assistance, as well as all
five principles. Parents in these situations are usually unaware of their own
physiological needs (Maslow, 1954) or emotional needs of Erikson’s (1950)
Intimacy vs. Isolation stage as they focus on their children.
Adults in the first half of Erikson’s (1950) Generativity vs. Stagnation stage
will often ignore their own basic needs to care for an aged parent. These adults
are simultaneously dividing their attention between their own children, spouse,
and parent, while neglecting their basic nutritional needs, sleep, and self-care.
The activities in which the DMHV engages are providing multiple functions
for the survivors as delineated by the American Red Cross’s principles of education, crisis intervention, and emotional care and support.
Child Care
One young mother in a shelter after a fire disaster required assistance with her
baby. Caring for her child, who was just beginning to walk and who found the
open spaces of a shelter gym the ideal place to practice his newly developing
skills, was overwhelming, as chasing after a toddler can be under the best of
circumstances. Given the additional burdens of common courtesy and consid44
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eration for other shelter residents, she was exhausted and overwhelmed by her
child care responsibilities. She approached the DMHV and asked for assistance
in watching the child so she could shower. The willingness of the DMHV to
provide the American Red Cross intervention of emotional care and support and
the PFA (Brymer et al., 2006) core actions of safety and comfort and practical
assistance in meeting the physical needs of this resident led to hours of problem
solving and education. This is illustrative of the PFA core actions of information
on coping and linkage with collaborative services. The resident was also more
amenable to advocacy intervention because the DMHV was able to connect
her with the agencies (a PFA core action) available to assist in her recovery.
Family First
An incident illustrating self-neglect due to caring for family members occurred
during a bereavement visit to a married couple in which the DMHV used the
American Red Cross intervention of casualty support. The husband had lost
his sister in Hurricane Gustav. His wife had been the caregiver for her sisterin-law, who was mentally ill. The deceased lived by herself but relied on her
sister-in-law for financial management, emotional support, and physical care.
When the DMHV arrived to express condolences (an example of the PFA
[Brymer et al., 2006] core action of contact and engagement), the husband
replied, “You are the first person to acknowledge this. Thank you.” The first
floor of the couple’s house had received water damage, and the house was in
disarray from the damage. The city was still on a ban for drinking water. The
wife had what appeared to have been a second- or third-degree burn on her
thigh from spilling water on herself that she was boiling. She had not seen a
doctor because, in her words, she did not have the time; she was dealing with
her sister-in-law’s death and the devastation in their own home. A naturally
slender adult, she admitted to failing to care for herself, eating poorly since
the disaster, and having difficulties sleeping as she broke down in tears. The
DMHV was able to convince the woman of her need to see her doctor and
have the burn cared for by using the PFA principle of safety. The couple had
multiple issues to solve. The most pressing issue was to ascertain if they were
eligible for American Red Cross financial assistance for the burial expenses of
the sister. The flood damaged much of the couple’s house, and they needed to
apply for financial assistance to begin restoration. The decisions and cleanup
related to the flood were daunting. Once this relationship was established, the
DMHV was able to continue to work with this woman over the course of 2
weeks to help her process her emotions and problem solve.
Mental Health
DMHVs identified a shelter resident as needing more intensive mental health
services than just a compassionate presence. The man was in need of mental
health screening/informal assessment and triage (i.e., psychological triage). The
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resident had become highly agitated in response to an incident with another
resident involving personal space in the shelter. One can only imagine the
importance of one’s “cot space” when sharing a gymnasium with hundreds of
others. While intervening in the immediate crisis as it erupted by using the
American Red Cross’s principle of crisis intervention, the DMHVs quickly realized that the resident’s reactions were not typical. Further evaluation revealed
that the resident had a significant mental health history and a long association
with the local mental health agencies. A DMHV connected the resident with
an agency and stabilized the situation so that he could remain in the shelter
with additional emotional care and support. This is an example of the American
Red Cross’s advocacy principle and illustrates the use of the PFA (Brymer et al.,
2006) core actions of information gathering, practical assistance, connection
with social supports, and linkage with collaborative services. Early intervention
prevented serious decompensation of this person’s mental illness and promoted
effective coping mechanisms.
System Errors
Initiation of the American Red Cross’s principle of crisis intervention occurred
when the unexpected testing of a fire alarm in the school gymnasium, which
was serving as a shelter, sent residents diving under their cots and dashing for
the door. Situations like this require the immediate intervention of the DMHV
to calm the residents’ reactions and educate them about common reactions to
disasters. In this case, the DMHV immediately responded to an adult shaking
under his cot. This adult, and the others in the shelter, had been awakened in
their homes in the middle of the night three times in the preceding 3 weeks
by sirens sounding evacuation alarms as wildfires threatened their homes in
the mountains. The unexpected and acute stress reactions are soothed when
DMHVs provide calm reassurance that “this too shall pass,” thus restoring a
sense of safety and promoting resiliency and effective coping.
Existentialism
Although many people immediately return to the most basic of Maslow’s (1954)
hierarchy of needs in the aftermath of a disaster, not all survivors are in the
survival mode. One shelter resident spent the days and weeks after the disaster
in a search for meaning, one of Maslow’s higher level stages. Once he was physically safe in the shelter, he immediately began to assist others in whatever way
he could, illustrating the PFA (Brymer et al., 2006) core action of connection
with social supports. Although he needed and gratefully accepted the advocacy
and educational services provided by the American Red Cross DMHVs, it was
clear that these were not his primary concerns. His needs were more spiritual,
because he sought to make sense of the disaster and ponder his life choices in
relationship to it. His reaction is reflective of the PFA’s five principles, which
are important in disaster recovery, specifically in this case, reestablishing a sense
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of self-efficacy and community, connectedness, and hope. When time permitted, he engaged DMHVs in deep discussions about their own commitments
to volunteer work. His parting remarks were “You have restored my soul.”
Connectedness, Hope, and Community
Another example of the PFA (Brymer et al., 2006) principles of connectedness,
hope, and self- and community efficacy occurred in the California fires when
the homes on an entire side of a mountain were burned to the ground. All that
remained were ashes and iron supports rising out of the rubble. The American
Red Cross set up an area at the base of the mountain where community members gathered for food, water, shovels, gloves, garbage bags, and equipment
necessary for the survivors to sift through the rubble. With support from the
American Red Cross volunteers, community members searched though the
ashes for any valuables. One mother and son drove around the mountainside
stopping and offering sandwiches and drinks at lunchtime. Near the end of
one day, a woman drove into the staging area with a case of beer and suggested
that they all have a drink together. There was a sense of pride and belonging in
this small town. One lone house somehow survived the inferno. The residents
of the only standing house on the mountain opened up their home to all the
neighbors and provided a haven for weary friends and neighbors to drop in
and talk, eat, rest, and use the bathroom.
Positive Coping
Promoting positive emotions is an effective coping intervention. In one situation, the shelter supervisor and DMHVs organized an ice cream party and
karaoke night in the shelter. The residents were able to put aside their concerns
about their homes for a few hours and focus on enjoying the party and music.
The effects of this evening lasted for days, because the residents realized that
they could experience laughter and joy in the midst of tragedy. Shelter residents
referred to the party as one of the bright spots in their shelter experience.
Recommendations for Counselors
Anyone who chooses to be trained as an American Red Cross DMHV and
respond to a disaster situation should understand that the most desired characteristic is flexibility. The counselor must assume a role very different from
the traditional 50-minute office counseling session. Counselors are called on to
respond to needs that often fall outside the range of talk therapy. Opportunities
to make connections with disaster survivors occur everywhere—in the food line,
in the restroom, in the parking lot. In disaster relief, counselors need to act as
team members, coordinating efforts with multiple agencies to be part of the
solution, not a hindrance to the process. Counselors need to understand that
manifestations of pathology in a disaster situation do not necessarily indicate
mental illness, but the reactions of normal people to abnormal situations. It is
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also vital to remember that most people are highly resilient in the aftermath of
a disaster, and the role of the counselor is to remind individuals of the coping
skills they already possess. The counselor’s focus should be on the identification of strengths, not pathology. Interventions that empower the survivors to
participate in their recovery are most effective and sustainable. Counselors
need to emphasize activities that promote positive coping, such as seeking
out social support, providing structure to the day, relaxation techniques, and
healthy recreational activities, and discourage solutions that foster dependency
(IASC, 2007). Issues related to age, gender, culture, and spirituality need to be
considered, and, above all, the dignity of the survivor must be respected and
supported. Counselors also need to remember that their services to adults also
extend to the other disaster workers and volunteers.

DISCUSSION
Quickly and systematically addressing the immediate needs of adult survivors
of disasters after the traumatic event, such as facilitating effective coping
mechanisms in the adults, will have potentially long-term effects not only
on them but also on the children and older adults in their care. Exposure is
an important ingredient in predicting who will or will not develop distress
(Knight & Gatz, 2000; Meichenbaum, 1996). Disaster characteristics, not
type of disaster, are also associated with postdisaster adjustment (Briere &
Elliott, 2000). This points to a dose–response relationship (Freedy et al.,
1994; Ursano & Fullerton, 2003). The COR theory points to resource loss
predicting psychological distress (Freedy et al., 1994; Hobfoll, 1989). This
information gives clinicians an important point of entry in disaster work.
Specifically, preventive education provides effective coping mechanisms and
resources for people when disaster strikes.
Evidence of widespread resilience after disasters exists (Bonanno et al., 2006);
however, the exact mechanisms that facilitate this resilience remain a mystery.
Adult development theories, such as those of Maslow (1954) and Erikson
(1950), provide insight into the satisfaction of basic needs and psychosocial
ego strengths postdisaster. However, future research, difficult as it may be to
conduct in the chaos immediately following a disaster, may reveal that specific
interventions, such as those recommended by the PFA (Brymer et al., 2006)
and the American Red Cross and implemented by the DMHVs in the case
examples presented in this article, do in fact facilitate positive coping in adult
survivors of disasters and prevent future mental health issues. As in this article,
the case study approach is often the most common research methodology used
in the days immediately following a disaster. Case examples demonstrate the
effectiveness of the American Red Cross DMHVs’ use of advocacy, education,
emotional care and support, referral, and crisis intervention in alleviating stress
after natural disasters.
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